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January 5, 1904. 


The President, Dr. Pearce Bailey, in the chair. 

Ptosis Rclici'cd by operation. —Dr. B. Sachs presented a young man who 
had been under his observation for a number of years. He had been 
apparently well until about ten years ago, when he had an apoplectiform 
seizure, which resulted in double ptosis and palsy of all of the ocular 
muscles. There was some recovery, but at the present time there was 
almost complete paralysis of both recti externi, and the up and down 
motions were still considerably restricted. The rectus externus of the 
left side had recovered most. The lesion was evidently in the vicinity of 
the aqueduct of Sylvius, involving not only the third nerve but the sixth 
and fourth nerves. For many years this man had had a very persistent 
tachycardia, and it was assumed that he had had a chronic endocarditis, 
and that an embolus had passed into the basilar artery. Quite recently 
another possibility had arisen, i.e„ Dr. A. Wiener had found what he 
considered to be a specific lesion of the fundus. Possibly, therefore, the 
original condition was a thrombosis resulting in considerable softening. 
The speaker said that after a certain length of time, when the ordinary 
therapeutic procedures had failed to bring about a favorable result, it was 
proper to resort to surgical means for relieving the ptosis. 

Dr. Alfred Wiener, supplementing Dr. Sachs’ report, said that before 
the operation, which he had done, the left eyelid hung down to the full 
extent. The operation done was that known as the Hess operation. An 
incision was made along the brow, the skin was dissected away and three 
deep sutures were inserted so as to practically attach the lid to the 
frontalis muscle. There had been no sacrifice of tissue, and the natural 
folds of the lid had been preserved. There were a number of pigment 
spots on the periphery of the retina, a condition often found in young 
children suffering from hereditary syphilis. It was extremely probable, 
therefore, that this man was suffering from hereditary syphilis. 

Dr. W. M. Leszynsky said that if the man had a ptosis and a paralysis 
of the third nerve, and the operation were done, and there was diplopia, the 
resulting condition would be worse than before the operation. 

Dr. Sachs said that he had intended to emphasize the point that if 
there were a diplopia, other ocular muscles should be cut hereafter and 
a proper equilibrium of the muscles restored. He had had this done in a 
number of stubborn syphilitic cases, at the suggestion of an ophthalmolo¬ 
gist, and the results had been very satisfactory. He would, therefore, 
recommend the operation not only in ptosis but in any ocular palsy of long 
standing. 

Post-Diphtheritic Hemiplegia, Probably of Neural Origin. —Dr. Joseph 
Collins presented a boy of nine years with paralysis and contracture of 
the left hand and foot. He had first seen the patient at the request 
of a surgeon, who suspected a tumor of the cortical motor area. The 
history was that, two and a half years ago, the child had a severe attack of 
diphtheria, for which antitoxin was administered on the fourth day. A 
week later the child was very weak, and his hands, feet and face were 
swollen. About three weeks after the onset of the disease he began to 
walk, and then it was noticed that the left foot dragged. A day or two 
later the left hand was observed to be weak. A week or so after that 
the left angle of the mouth was seen to be drawn up. Oftentimes on 
attempting to swallow fluids, they regurgitated through the nose. The 
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mother did not recall the boy’s having had choking spells on swallowing. 
Between two and three months after the onset of the paralysis the hand 
and forearm began to flex and the hand to abduct, so that the elbow stood 
out from the body further than the shoulder. The hand became tightly 
clutched and gradually drew up until it was held behind the head. This 
condition lasted about a year. During this time the endeavor was made 
to overcome this position of the hand by making him carry a weight in it 
and by using a Whitely exerciser. About eighteen months after the 
onset of the paralysis the hand became straight, but the condition of the 
foot remained such that when he attempted to put on a shoe he had to 
wait until the toes became extended, and if the shoe were not slipped on 
immediately at that moment, he might have to wait half an hour before 
the flexor contraction or spasm would again relax. He never complained 
of pain. He attended school during this time, and was always bright in 
his studies. On admission to the Hospital for Ruptured and Crippled 
on October 23, 1902, he walked with a limp on the left side, the foot 
being held in position of marked cquinus and slight varus; the left hand 
was held rigid, with the fingers extended, and the posterior muscles of 
the leg were in rigid contraction. The toes were flexed. The cquinus 
could be overcome by force. There was slight atrophy of the muscles of 
the leg, but no paralysis. The left hand was in over-extension, but there 
was no barrier to flexion. On October 28, the astragalo-scaphoid articula¬ 
tion was exposed, and a wedge of bone and cartilage was taken from the 
adjacent surfaces. The flexor longus hallucis was exposed and cut, the 
proximal end was drawn down and passed through the scaphoid and 
sutured to itself and adjacent periosteum. The anterior tibial was cut 
and shortened, and a tenotomy of the tendo Achillis was made. The 
foot was put up in valgus position in plaster of Paris. On November 15, 
1902, the hand was put up in plaster in a flexed position. On December 
13, 1902, when the plaster was removed from the hand, there was marked 
flexion with slight flexion of the fingers. On January 21, 1903, it was 
noted that the hand was in extreme flexion. At present, the boy was 
apparently in good health except for the deformity of his left extremities. 
His ability to walk, run and jump was limited only by the flexed position 
of the foot. He stood on either foot equally well. There was no paralysis 
of the muscles of the hip. The fingers, hand, forearm and arm were in a 
state of flexion, and the fingers and hand inclined to extreme flexion. This 
contracture could be overcome by the examiner. The knee-jerks were 
present on both sides and equal. There was no tenderness on pressure 
over the nerves, nor were there any sensory disturbances. There was no 
atrophy. There was partial reaction of degeneration in the muscles and 
nerves of the extensors of the forearm and foot and of the peroneal 
muscles. There were none of the stigmata of hysteria unless the con¬ 
tracture might be considered such. The case was diagnosticated as one 
of post-diphtheritic neuritis resulting in contracture and faulty attitude 
simulating hemiplegia. That there might be a hysterical element in it the 
speaker did not deny. 

Dr. Joseph Frankel called attention to the curious and irregular be¬ 
havior of the symptoms, and the absence of organic phenomena. The 
change in electrical reaction might be explained by the clonic state of the 
muscles. He was inclined to believe that this was a functional disorder. 

Dr. Leszynsky said he had carefully examined this boy previously. Ac¬ 
cording to the history that he had obtained, this peculiar attitude took 
place very rapidly. He had been impressed with the fact that, on enter¬ 
ing the hospital, there was complete extension of the wrist and hand, and 
that after the hand had been placed in forcible flexion it had remained in 
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that attitude, whereas formerly it had been extension. According to the 
history, the extension took place quite early. 

Dr. Sachs said that from a very large experience that he had had with 
infantile cerebral palsy he would not hesitate at all to say that this was a 
case of that kind. He pointed out that infantile cerebral palsy did occur 
after diphtheria. The boy had a hemiplegia which was entirely typical, 
and there were contractures just as in other cases of hemiplegia. There 
were athetoid movements of a most pronouncd character. If, with the 
eyes closed, the boy was asked to grasp one’s hand firmly with the well 
hand, the affected hand would at once go into the athetoid position. He 
could not recall ever having seen this condition in hysteria or neuritis. 
The leg had recovered very much more than the arm. He would not deny 
the possibility also of a neuritis, but the infantile palsy was a primary 
condition. He could not believe that any neuritis would give rise to the 
condition found in the leg. He would like to know if any one present had 
ever seen athetoid movements with peripheral neuritis. There was proba¬ 
bly a post-diphtheritic encephalitis as the original cause. 

Dr. C. L. Dana said he was very glad to hear this positive opinion 
expressed because he had arrived at the same conclusion from a rather 
hasty examination of the child. To him a condition very characteristic of 
cerebral hemiplegia was present in the face. 

Dr. Pearce Bailey said that the history of the case did not point very 
distinctly to a post-diphtheritic paresis, and such a distinctly hemiplegic 
character would be unusual for a neuritis. The weight of evidence seemed 
to point to a post-diphtheritic cerebral hemiplegia. 

Dr. Collins said he did not know of any hemiplegia of organic origin 
that entirely spared the upper part of one extremity. There was some in¬ 
volvement of the face and an inability to wink with the left eye, but a 
large number of people were unable to wink with one or the other eye 
who had never had hemiplegia. The fact that one hand underwent ex¬ 
tension while the other clutched, did not seem to him to have any signifi¬ 
cance, because he had frequently tried this in persons who had no hemi¬ 
plegia. 

Tivo Cases of Congenital Cyst of the Fourth Ventricle Associated 
with Brain Tumor. —Dr. J. Ramsay Hunt reported these cases, presenting 
photographs and specimens. He said that both cases were examples of brain 
tumor in young subjects, occupying the left optic thalamus and the right 
crus cerebri respectively. In addition, the fourth ventricle in both cases 
contained a large cyst, primarily attached to its floor, penetrating into the 
substance of the pons, coursing through its structures and terminating in 
immediate structural relation with the tumor. The clinical course of the 
disease in both cases was typical of brain tumor, and oermitted the correct 
localization of the growth. Antedating the symptoms of brain tumor no 
central symptoms or mental defect was obtainable. In the second case the 
patient was said to have been subject to headaches with attacks of vertigo 
and nausea. The first patient was a boy of seven, who developed general 
symptoms of brain tumor with right hemiparesis and right hemiataxia. 
There was paralysis of the right side of the face with paresis of the left 
external rectus and with nystagmus. Hearing was impaired on the right. 
The second patient was a boy of seventeen who, six weeks after a fall on 
the occiput, developed the general and focal symptoms of brain tumor in 
the right crus cerebri. Webe's syndrome was present. On exposing the 
fourth ventricle, at the autopsy, a large cyst was found there in both cases, 
firmly attached to the floor of this ventricle. By serial sections he had 
demonstrated that in both cases the cyst dipped down in the pons, coursed 
forward and was in immediate structural relation with the tumor in both 
cases. There was nothing in the walls of these cysts to suggest a parasitic 
origin, while there was much to point to a congenital origin. The fre- 
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quency of glioma in this locality was well known. The co-existence of a 
tumor formation still further supported the view already expressed. These 
cases were unique in his pathological experience, and he had been unable 
to find their counterpart in the literature. 

A Case of Primary Sclerosis of the Posterior Columns follozved by a 
Disseminated Softening of the Other White Columns. —Dr. Joseph Collins 
presented this report. The clinical picture, he said, was so typical that the 
diagnosis was made during life. The patient was a house-painter, forty- 
two years of age, whose only previous illness had been severe attacks of 
colic. There was no history of syphilis, gonorrhea or the excessive use of 
•alcohol. In 1900 he began to complain of trembling and stiffness of the 
hands, associated with intense paresthesia. Later on, there was pain in 
the back. During the following year his principal complaints were manual 
paresthesia and general weakness. There was no desire for sexual inter¬ 
course. All this time he was under treatment for chronic lead poisoning. 
In January, 1902, he rapidly became paraplegic, and since then had been 
bedridden. He was admitted to the City Hospital in March, 1902, and 
When first examined by Dr. Collins, on April 11, the man appeared to be 
suffering from Bright’s disease. He could move the lower extremities 
slowly; there were knee-jerks present on both sides. The Babinski reflex 
could also be elicited on both sides. Tactile sensibility was impaired over 
the lower extremities. Thermal sensibility was preserved, but was slow 
below the knee. Pain sensibility was preserved. Deep sensibility was lost. 
There was prompt response to the faradic current. The pupils were equal 
and responsive. Bedsores were developing over the sacrum. The blood 
examination showed a predominence of small mononuclear cells and there 
was only 65 per cent, of hemoglobin. On April 27, it was noted that there 
was complete flaccid paraplegia; the left lower extremity was edematous; 
there was incontinence of urine and feces. He refused to take food up 
to the time of his death. The autopsy was made twenty-four hours after 
death. The brain and spinal cord showed no marked abnormality to 
the naked eye. The spinal cord was prepared in the usual way, and showed 
two distinct sets of lesions, sclerosis and softening. The areas of soften¬ 
ing appeared to be very recent. In general, they involved the columns 
of Burdoch, the postero-lateral portions of the crossed pyramidal tract 
and the cerebellar tract. The oblongata, pons and motor cortex were 
normal. The sclerosis appeared to be a primary one following pretty 
closely the system of fibres in Golfs tract. No thrombi or pathological 
changes of the blood vessels were found, and the blood examined showed 
this fluid to be fairly normal. The genesis of the softening was still 
obscure. 

Dr. C. L. Dana said that this description followed closely those of 
cases of combined degeneration of the spinal cord with terminal soften¬ 
ing. He did not quite understand whether the reporter put his case in 
this group, yet, to his mind, the case corresponded very closely with 
typical cases of that kind, a considerable number of which it has been 
his fortune to observe. Sometimes these cases were associated with a 
pernicious anemia; sometimes there was a severe primary anemia, while 
at other times there was no anemia at all. It was unfortuntc that neuro¬ 
logists had not as yet agreed upon a name for this affection. The most 
common name was combined degeneration of the spinal cord associated 
with toxic states. The pathological conditions reported in this paper 
were very similar to those already reported. It was only in the minority 
of cases that there were areas of terminal softening. He was not pre¬ 
pared to admit that there were two distinct processes going on in the 
spinal cord. The disease began slowly, affecting by preference spots in 
the posterior columns, and subsequently the lateral columns. If the 
patient's condition was bad at this time, an acute process developed, but 
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probably essentially of the same nature. The etiology of the toxic condi¬ 
tion was as yet unfortunately involved in obscurity. 

Dr. Collins said that his case was reported as one of primary sclerosis 
of the columns of Goll with secondary softening in the other white 
columns, the paper being entitled “A Study of Subacute Sclerosis of the 
Spinal Cord of Toxic Origin.” His case differed materially from those 
reported by Drs. Dana and Putnam in that the sclerosis was sharply and 
completely limited to the columns of Goll. In the other cases the sclero¬ 
sis predominated in the posterior columns and in the crossed pyramidal 
tract, and this accorded in the main with the clinical history. The fact 
that his patient had suffered severely from lead poisoning and had sub¬ 
sequently developed a cachexia seemed to throw a little light on the 
etiology. 

Lymphocytosis of the Cerebrospinal Fluid. —Dr. Joseph Fraenkel read 
a paper on this topic. He said that he had endeavored to study this sub¬ 
ject in 47 cases, but in 14 of these the tappings had failed to give any 
cerebrospinal fluid. There were 7 cases of tabes, all of long duration, 
and all of these cases showed marked increase of lymphocytosis. Six out 
of seven cases of multiple sclerosis showed lymphocytosis. The tap¬ 
ping was done upon the patient in the sitting posture, preferably between 
the third and fourth lumbar vertebrae, or at the level of the iliac crests. 
From 5 to 8 cc. of the fluid were collected for each examination, and 
then centrifuged. The tappings were made under chloride of ethyl spray. 
In some of the cases headache and nausea followed lumbar puncture, but 
they were usually overcome by saline injections. 

Dr. Sachs said that in the two cases in which lumbar puncture had 
been tried by him in order to distinguish between pseudotabes and tabes 
the examination proved entirely negative and of no diagnostic value. 
Hitherto the reports on this subject had been discouraging because of 
their contradictions. Lumbar puncture should never be attempted when¬ 
ever there was a possibility of the existence of a cerebellar neoplasm, as 
several instances of sudden death following this procedure in such cases 
had been reported. 

Dr. Dana said he had made lumbar puncture now in 26 cases, 21 of 
which were successful. About 12 of these cases were cases of paresis in 
which it was desired to receive some diagnostic aid. In two the fluid 
was clear; in others there was a lymphocytosis. He had found the pro¬ 
cedure helpful in diagnosticating certain acute cases coming into the in¬ 
sane pavilion. The procedure was easy after a little practice, and could 
be done almost painlessly by using thirty minims of a half per cent, 
solution of cocain injected ten minutes before the tapping. The procedure 
had proved helpful in one or two cases of spinal trouble. He believed it 
was not only of value in diagnosis but that it would prove useful in time 
in therapeutics. Lumbar puncture almost always caused headache or ver¬ 
tigo for a day or two, sometimes for a week, and often it was very dis¬ 
tressing. He believed this could be avoided by removing only 4 cc. of 
the fluid, a quantity sufficient for diagnostic purposes. 

Delirium Grave; A Critical Study, with Report of a Case with Autopsy. 
—Dr. W. B. Pritchard presented this paper. (See March number of this 
Journal.) 

Dr. Adolf Myer was of the opinion that acute grave delirium had, among 
alienists, much the same position that Landry’s paralysis had among 
certain affections of the spinal cord. The delirium under discussion was 
uniform and unmistakable in that it could not be analyzed owing to the 
excited condition of the patient. He had not yet met with a single case 
in which there had been reason to doubt the diagnosis of delirium grave. 
In some of these meningitis had only been discovered by microscopical 
examination; in others, pneumonia or some other condition had spoiled 
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the purity of the clinical picture. He thought the majority of alienists 
took a somewhat different position from Dr. Spitzka on this subject, be¬ 
lieving it to be a peracute phase, but not a clinical entity. 

Dr. Pritchard said that the object of his paper was to endeavor, if 
possible, to clear up the subject by separating the cases of meningitis, 
pneumonia and the like from true delirium grave, and emphasizing this 
differentiation by reporting a striking case coming under his own obser¬ 
vation. He was of the opinion that the vast majority of alienists .of to-day 
did not recognize delirium grave as a clinical entity, although of obscure 
etiology. 



